INTRODUCTION
Wound infection is the most frequent complication in burn patients. It occurs generally during the 2 nd week after injury and exposes to toxic shock syndrome (TSS), which is a life threatening illness particularly in children. [1, 2] The theoretical basis for this is that due to their low levels of toxic shock syndrome toxin-antibody, children are at increased risk from wound infection and hence TSS. There is a wealth of information on the management of burns in children; however there is a lack of guidelines on the use of antibiotics, in particular prophylaxis to prevent TSS. The early excision of eschar and avascularised tissues improves the perfusion of the burned tissue, and allows systemic antibiotics to reach adequate therapeutic levels in the burn tissue. Antibiotics are considered useful in the treatment of infections in burn victims, but there is a considerable debate concerning the use of antibiotic prophylaxis for the prevention of burn wound infection and TSS in children. [3] [4] [5] [6] [7] The aim of this study is to assess whether systemic antibiotic prophylaxis in children prevents wound infection and potential lethal complications.
hospitalization. Children who had chemical or electric burns, first degree burns and immunocompromised patients were excluded in the study. Patients were randomly included into one of three groups: First Group A received ampicilline-clavulanic acid (Augmentin ® ) 100 mg/kg/day, second Group B received oxacilline (Bristopen ® ) 50 mg/kg/day and the third Group C didn't receive any antibiotic.
Management of wound burns was the same for all patients. Local burn wound care consists of cleansing with povidone-iodine and surgical debridements when necessary followed by sulfadiazine (flammazine -1%) application and wound dressings. Mebo cream is applied in case of face wound burns. In noninfected wounds, local care and dressings are repeated every 2 days, and daily when infected. No local antibiotics are used. Skin grafts were indicated when necessary (especially when there was no wound cicatrisation). All patients had blood tests at the 1 st day of hospitalisation: Blood count, C-reactive protein, bacterial samples from skin burns. Wound samples were repeated systematically once a week and in case of clinical symptoms of wound infection.
Burn wound infection [ Figure 1 ] is suspected on clinical symptoms: Change in colour of the burnt area or surrounding skin, purplish discolouration, particularly if swelling is present, change in thickness of the burn (the burn suddenly extends deep into the skin), greenish discharge or pus and fever. Blood culture and blood count were repeated in case of fever and burn wound infection. IBM SPSS Statistics 18.
RESULTS
In total, 80 patients were included in this study to the department. The mean age was 34 months (9 months to 8 years). There was a male predominance with sex ratio of 1.66. The mean burn surface size burn was 26.5% with total burn surface area ranging from 5% to 33% (5% corresponds to a second degree scald of the hemiface).
About 37% (30/80) were severe burns, with second and third degree burns >10% of total surface body area in children aged <10 years old. Scalds represented 76.2% (61/80) of the burns. Burns by hot oil were 11 cases (13.7%), while 8 cases (10%) were flame burns.
The random distribution of the groups was as follow: Group A = 25 cases, Group B = 20 cases and Group C = 35 cases. There was a tendency to a delayed cicatrisation (P = 0.07) in case of hot oil burns (65.18 ± 120 days) than by flame (54.33 ± 19.8 days) than by hot water (29.55 ± 26.2 days). Otherwise no TSS was recorded in this study.
DISCUSSION
Burn wounds are usually sterile immediately after injury. However by the end of the 1 st week of admission, over 90% of them are colonised by bacteria. This colonization may lead to local infection associated or not to systemic infection. [6] In general, prophylactic antibiotics are not used because of risk of resistant strains emergence. The recommended practice in adults is to take culture swabs at admission and dressing changes and only treat overt infection or serious colonisation. [7] Although there is a wealth of information on the management of burns in children, there is a lack of guidelines on the use of antibiotics, [1, 8, 9] in particular prophylaxis to prevent wound infections and TSS. This study confirmed the uselessness of antibiotics in preventing wound infection in children burns. Antibiotic prophylaxis is reported to be of little use. It can even cause severe problems with resistance mainly against cephalosporins and other betalactams as well as quinolones in intensive care units. [8] [9] [10] [11] [12] [13] [14] The low rate of wound infection in our study compared to what is reported in literature could reflect an acceptable management level. However according to some authors, differences in wound infection rates may be related to differences in criteria of wound infection and the use of topical antimicrobials. [10] [11] [12] [13] Septicaemia was relatively high and this may be explained by high wound colonization. Unfortunately wound swabs couldn't be practiced regularly in our burn unit to confirm our hypothesis. Concomitant blood cultures and wound swabs should be practiced in these cases. Although some authors report that antibiotic prophylaxis prevents TSS in burns, [9] this was not our experience in this study as there was no TSS in any of the three groups. We believe that antibiotics prophylaxis in burns wounds results in unnecessary costs and may induce antibiotic resistance.
According to guidelines of the French Society for Burn Injuries (SFETB), no antibiotics without proven infection and a local infection requires a local treatment. However, when the local infection is associated with general signs of infection, antibiotics may be used. Furthermore, antibiotics prophylaxis could be used in patients needing invasive surgery (excisions, flaps), but not in dressing changes. [15] The authors of the review dealing with antibiotic prophylaxis for preventing burn wound infection suggested that the effects of antibiotic prophylaxis in burn patients have not been studied sufficiently. Clinical trials with adequate statistical power are required to evaluate the effects of the different modalities of antibiotic prophylaxis (topical, general systemic, perioperative systemic, selective digestive decontamination, and delivered by airway), compared with placebo or standard treatment on the prevention of burn wound infection (burn wound infection), other infections, or mortality associated with infection. [1] 
CONCLUSION
According to our results adequate and careful nursing of burn wounds seems to be sufficient to prevent complications and to obtain cicatrisation. Antibiotics are indicated only to treat confirmed infections. Future randomised trials should be designed and conducted rigorously to verify antibiotic prophylaxis.
